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This study examined the attitudes and values ofHospice Social Workers and
Oncology Social Workers toward the utilization of anticipatory grief and bereavement
among terminally ill patients.
Hospice social workers function as part of an interdisciplinary team in a Hospice
setting. Hospice care is palliative or comfort care. This care is given once a patient has
been diagnosed with a terminal illness. Once a patient was given a terminal diagnosis,
they no longer received treatment that focused on curing their illness.
History ofHospice Development
The term “Hospes” means to be both host and guest. The first evidence of
Hospice concept began in A.D. 475. Hospice concept evolved to care for the sick and
incurables in the 1800’s. In the 1900’s St. Joseph Hospital opened in London, Engleind.
In the 1960’s St. Christopher’s Hospice opened in London, England by Dame Cicely
Sanders, M.D. In 1974 the Hospice ofConnecticut opened in New Haven, Connecticut.
Finally, in 1983 the Medicare Hospice benefit which was created by the Tax Equity
Fiscal Responsibility Act was created.
Oncology social workers have traditionally assisted patients in coping with
stresses of cancer diagnosis, treatment, rehabilitation and terminal illness (Abrams 1967).
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Oncology social workers’ primary function is to coordinate the multidisciplinary
discharge planning process and ensure an uninterrupted flow of health services that will
maximize the patient’s chance of recovering functional status and minimize health
expenditures (New York Times, 1988).
Statement of the Problem
After reviewing the studies (Bucker, Harmon, and Russell, 1982) little evidence
was found indicating that anticipatory death lessens the grief process. Anticipatory grief
is characterized by feelings and experiences of impending death. Bereavement and the
rituals that are involved by the bereaved are many times conflicted, long-standing, and
oftentimes overwhelming. The use of bereavement and the supports it provides are there
to insure that bereaved persons are managing their grief in regards to their deceased love
ones. In addition, bereavement maybe viewed as a support service provided to assist
families so that these families will be able to resume their lives after the death of their
loved ones.
This study will provide empirical data regarding the attitudes and values of
hospice social workers and oncology social workers utilization of anticipatory grief and
bereavement in assisting the terminally ill.
The study sought to add to the body of knowledge that addresses the gaps that
presently exist regarding the attitudes and values of hospice social workers and oncology
social workers regarding the utilization of anticipatory grief and bereavement among
terminally ill patients.
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Purpose/Significance of the Study
The purpose and significance of the exploratory study was to examine the
attitudes and values ofhospice social workers and oncology social workers toward the
utilization of anticipatory grief and bereavement among terminally ill patients.
Experience with denial of death with patients and their families and internal
feelings of lightheadedness, nervousness, the inability to endure daily activities along
with attempts to find reasons for death become content among terminally ill patients.
Withdrawal from interactions with patients because of emotional reactions led to the
questions regarding the attitudes and values ofhospice and oncology social workers and
how hey utilize anticipatory grief and bereavement. Questions exist if oncology and
hospice social workers deal with anticipatory grief and in different ways while assisting
the terminally ill.
Is there a difference in attitudes and values in the way hospice social
workers, and oncology social workers utilize anticipatory grief and bereavement while
assisting the terminally ill? The knowledge gained from this area will enhance and add to
the body of literature that presently informs the subject of dying, bereaved, anticipatory
grief, hospice, and the areas of oncology social work. Sharing of this knowledge can be a
major source for understanding bereavement. In addition, in providing new information
to the current body of literature regarding bereavement and anticipatory grief this new
knowledge can provide a basis an opportunity for social workers to conduct future
research.
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This exploratory study of attitudes and values ofhospice social workers and
oncology social workers utilization of anticipatory grief and bereavement while assisting
the terminally ill will address voids in the current literature.
CHAPTER TWO
REVIEW OF THE LITERATURE
History of Hospice
The term “hospice” (from the same linguistic root as “hospitality”) can be traced
back to early Western Civilization when it was used to describe a place of shelter and rest
for weary or sick travelers on long journeys. The term was first applied to specialized
care for dying patients in 1967, at St. Christopher’s Hospice in a residential suburb of
London (Sanders, 1976). Today, the term “hospice” refers to steadily growing concepts
of humane and compassionate care which can be implemented in a variety of settings - in
patients’ homes, hospitals, nursing homes or freestanding impatient facilities.
Hospice is a special kind of care designed to provide sensitivity and support for
people in the final phase of a terminal illness. Hospice care seeks to enable patients to
carry on an alert, pain-free life and to manage other symptoms so that their last days may
be spent with dignity and quality at home or in a home like setting. Hospice services are
available to persons who can no longer benefit from curative treatment; the typical
hospice patient has a life expectancy of six months or less. Most receive care at home.
Services are provided by a team of trained professionals, physicians, nurses,
counselors, therapists, social workers, aides, and volunteers - who provide medical care
and support services not only to the patient, but to the patient’s family and care givers.
The patient is usually referred to hospice by the primary physician. Referrals can also be
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made by family members, friends, clergy, or health professionals. Hospice offers
palliative, rather than curative treatment. Under the direction of a physician, hospice uses
sophisticated methods of pain and symptom control that enable the patient to live as fully
and comfortably as possible. Hospice treats the person, not the disease. The
interdisciplinary hospice team is made up ofprofessionals who can address the medical,
emotional, psychological, and spiritual needs of the patients and their loved ones.
Hospice emphasizes quality, rather than length of life. Hospice neither hastens nor
postpones death: it affirms life and regards dying as a normal process. The hospice
movement stresses human values that go beyond the physical needs of the patient.
Hospice considers the entire family, not just the patient, the “unit of care.” Patients and
their families are included in the decision-making process, and bereavement counseling is
provided after the death of a loved one.
Hospice is a holistic or comprehensive concept of care addressing the total person
whereby the multidimensional, physical, interpersonal, psychosocial, financial, and
religious needs of the dying along with those of their family are identified, assessed and
met with appropriate means. Hospice does not hasten or postpone death, but affirms life
by providing an empathetic community which offers appropriate care, company,
compassion, and support to those in the last phases of their dying process so that they can
live as fully and comfortably as possible.
Goals ofHospice include persons confronted with approaching death shall live as
fully and comfortably as possible and exercise choice over the nature and setting of their
care. Patients and families shall be free to attain a degree ofmental and spiritual
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preparation for death that is satisfactory to them. Survivors in the family shall not suffer
the potential negative effects of bereavement such as illness, alcoholism, depression, and
premature death.
Death is undeniably a part of life, and how to make it a meaningful part of life is
one of the important questions of our time. According to the French historian Michel
Vovelle, “Today no one can speak of the taboo on death, but of rediscovered death,
apprehended with amazement, ifnot evoked with complacency”, (Journal of Personal &
Interpersonal Loss (4), 1998).
Cicely Saunders, the originator of the modem hospice concept describes hospice
as a place ofmeeting, physical and spiritual, doing and accepting, giving and receiving,
all have been brought together. The dying need the community, its help and fellowship.
The community needs the dying to make it think of eternal issues and to make it listen.
We £ire debtors to those who can make us leam such things as to be gentle and to
approach others with tme attention eind respect, (Hamilton & Reed, (5), 1986).
Members of hospice teams that include nurses, social workers, clergy, nurse’s
aides, have expressed a deep gratitude and feeling ofworth, contentness, happiness, and
satisfaction while performing their hospice duties (Ptlaum and Kelley, 1986, Reed, 1987).
All in all, the professionals, as well as direct care staff, felt a sense ofwell being and
goodness as a result ofperforming hospice work (Death Studies, (3), 1998).
Social workers in hospice organizations are vital to patients’ and families’
experience of care. MacDonald (1991) stated that social workers’ special skills and
knowledge are “indispensable to effective hospice programs” (p. 274). Rusnack,
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Schaefer & Moxley (1988) reported that hospice social work is effective because the
theoretical concepts of social work and hospice both focus on care and concern for
others. The hospice social worker, Rusnack et al, stated, is instrumental in facilitating a
“safe passage” for grieving families by “enabling them to constructively cope with the
physical and emotional aspects of caring, grief, and loss” (p. 4). Hospice social workers
also can be invaluable supporters for families as they assume care giver roles, and as they
cope, often in differing manners, with terminal illness and its related pain, loss
anticipatory grief and bereavement experience.
Bereavement
Bereavement and grief are processes of realization ofmaking real the fact of loss.
These processes take time and, while they can be assisted, anything that forces reality
testing in the early period of bereavement is likely to give rise to difficulties (Colin Mury
Parkes, 1972).
As a theoretical concept, bereavement along with social work and hospice
remains focused on the care and concerns for others. In addition, Walsh & McGoldrick,
(1991), Rando (1984,1993), O’Connor (1984), and Freud in his classic paper “Mourning
and Melancholia” (1917,1957) discuss theoretical concepts of loss, mourning and grief,
which are aspects of bereavement. Five features which are major aspects of bereavement
include:
1. Bereavement is a process of realization, i.e., the way in which the bereaved
moves from denial or avoidance of recognition of the loss towards acceptance.
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2. An alarm reaction, anxiety, restlessness, and the physiological
accompaniments of fear. An urge to search for and to find the lost person in some form.
3. Anger and guilt, including outbursts directed against those who press the
bereaved person toward premature acceptance of his loss.
4. Feelings of internal loss of selfor mutilation.
5. Identification phenomena the adoption traits mannerisms, or symptoms of the
lost person, with or without a sense of his presence with the self.
Anticipatory Grief
The anticipatory grief experience is a “window of opportunity” if recognized as
such by families and offers families the opportunity for potential grief interventions
during their loved one’s illness, which can mitigate their grief Recognizing this
opportunity, hospice social workers may restructure family roles in mutually adaptive
ways.
Terminal illness creates distress in families as they, in their anticipatory grief,
attempt to contend with the balancing of antagonistic tasks, clashing responsibilities, and
conflicting new roles. Hospice social workers in their interactions with families, can help
grieving families recognize that the process of healing can begin prior to death, and can
help families dispel their guilt and anxiety related to feeling that anticipatory grief is
disrespect to their dying loved ones. After death hospice social workers can help and
assist with the bereaved.
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Pathological variants of grief, i.e. the reactions may be excessive and prolonged
or inhibited and inclined to emerge in distorted form (Murray - Parkes, p. 183). In
addition, the stages of anticipatory grief within the dying process are not new. Research
by Fulton & Fulton (1971), Huber & Gibson (1990), Lindemann (1944), and Rando
(1986, 1988, & 1997) discuss anticipatory grief as a theoretical concept. Other
researchers, Levitt (1986), Ponder & Pomeroy (1996) and Rosen (1990) focus upon
family adaptations which occur during the grieving period. Dane (1991), Rando (1997),
and Rusnack, Schaefer & Moxley (1988) address hospice social workers’ role and value
as potential facilitators of anticipatory grief
The merits of anticipatory grief as a theoretical concept were first introduced by
Lindemami (1944) in what has become a classic article, “Symptomatology and
Management ofAcute Grief” Lindemann, coining the term anticipatory grief to describe
reaction to separation when there is a potential threat of impending loss, theorized the
actual death need not occur in order for the grieving process to begin. Illustrating this
theory with reference to the departure of a family member into the armed forces,
Lindemann asserted that:
[The Griever is] so concerned with her adjustment after the potential death of a
father or son that she goes tlirough all the phases ofgrief- depression, heightened
preoccupation with the departed, a review of all forms of death that might befall
him and anticipation of the modes of readjustment that might be necessitated by it
(p. 148).
Lindemann’s theory promoted anticipatory grief as a positive adaptive defense
because it enabled the griever to begin processing the emotional reactions associated with
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loss before the actual death, therefore potentially resulting in less intense grief reactions
after death and decreased vulnerability to maladaptive coping.
Since Lindemann’s identification of anticipatory grief as an important stage
within the death and dying process, subsequent death studies have debated the notion of
anticipatory grief before actual death, and have questioned the value or necessity of
anticipatory grief being facilitated. One of the field’s most recognizable researchers of
anticipatory grief, Rando (1997), stressed that anticipatory grief is not merely
“conventional grief begun earlier,” but is felt by family members, as:
A potent kind of pre-death experience that significantly impacts upon the
individual; influences his or her subjective existence; presents him or her with a
myriad of physical and psychosocial losses; gives rise to certain needs, feelings,
thoughts, experiences and behaviors; and demands extensive assumptive world
revision between the way the world is now and the way it should be (p. 35).
Rando (1986) defined anticipatory grief as uniquely distinct from conventional
postmortem grief because it “ceases with the death of the patient” by having a definite
end; and although griefwill continue after death, it will no longer be anticipated (p. 10).
As such, anticipatory grief differs from conventional grief in nature and impact, and
acceleration, and from conventional grief, offered a fitting commentary on the subject:
One should conceptualize the entire process of grief as a unit, divided by the
event of death into two parts, both susceptible to the threat of the same emerging
conflicts but, because of characteristic limitations, each manifesting different
symptoms and models for resolution (p. 124).
A distinct entity in itself, Rando (1997) asserted that anticipatory grief is not
automatic upon knowledge of a terminal illness diagnosis or to the passage of time
between the onset of illness and actual death. Rather, the experience of anticipatory grief
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involves monumental confrontations with issues such as powerlessness, fear and
uncertainty, stressful readaptation of ones’ self, ongoing losses, family disruption and
disorganization, opposing needs and competing demands, traumatizing emotional,
physical and social experiences, and major reactions of guilt, sorrow, depression, anger,
hostility and anxiety (Rando, 1997). The anticipatory grief experience calls for a
“delicate balance” among these issues and conflicting demands of simultaneously holding
onto, letting go of, and drawing closer to the dying loved one, and anticipatory grief
necessitates crucial management of the stress which this disequilibrium produces.
Healthy anticipatory grief “minimizes if not eliminates” factors which predispose
families to poor post-death bereavement, such as unfinished family business, premature
detachment, poor communication and interaction with the dying loved one, and lack of
appropriate anticipation (Rando, 1997).
Rando (1988) proposed that misinformed definitions of anticipatory grief
overemphasize the impending loss as the soul focus of anticipatory grief, thereby failing
to acknowledge how past and present losses also are inherently a part of the anticipatory
grief experience. In fact, Rando (1988) declared Lindemann’s term anticipatory grief a
“misnomer” because, according to Rando, “anticipatory” wrongfully identified grief
solely for anticipated losses, as opposed to griefwhich also is inclusive ofpast and
current losses” (p. 70). The nature of anticipatory grief, Rando believed, embodied losses
from the past, those in the present, and those yet to come. Anticipatory grief
encompasses a griever’s memories ofpast losses, of present losses such as their loved
one’s on-going loss of skill and ability, and of the loved one’s future absence in the
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griever’s life. Failure to distinguish these multiple components of anticipatory griefwas,
in Rando’s judgement, failure to appreciate anticipatory griefs complexity as a
multidimensional phenomenon.
In some respect, anticipatory griefmay be a time of sustained feelings of
uncertainty, lack of control, and emotional pain, but it also may be a gift of time during
which closure and intimacy occurs prior to death. The process of anticipatory grief
contains an innate paradox experienced by both grieving family members and the dying
loved one as all individuals struggle with holding on and letting go. While the emotional
experiences during this “living dying interval” can be tremendously turbulent and painful,
Rosen (1990) viewed recognition of anticipatory grief as normative and positive for it
created opportunities amongst family members and their dying loved one for shared
mutual loss and acknowledged the need for family reorganization. The value of
anticipatory grief “lies in the family’s ability to make the dying patient a part of the
process, to tie up loose ends, to resolve interpersonal conflict and to say goodbye”
(Rosen, p. 95). Rosen also suggested that if left unexpressed within families, anticipatory
griefmay manifest itself in the development of symptoms such as substance use and
abuse, physical illness, depression and for children, developmental disturbances.
As a concept, anticipatory grief generally has been accepted historically. What is
challenged, however, is the impact ofanticipatory griefupon the bereavement period.
Advocates of anticipatory grief propose that acknowledging feelings of loss prior to death
enhances the likelihood that adjustment to loss will be less traumatic and intense (Huber
& Gibson, 1990; Lebow, 1976; Rando, 1997). The feeling is that individuals who have
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experienced anticipatory grief are “better fortified in dealing with the final impact of
death and bereavement” because they have worked on “grief in advance” and achieved
“at least some degree of cognitive acceptance” (Lebow, 1976, p. 459).
Although the entire griefprocess, pre and post-death, lasts longer in incidences of
terminal illness as compared to deaths without warning, the literature proposes that
overall, the grief process associated with terminal illness is less intense and devastating
(Goldberg, 1973; Norris & Mumell, 1987). Goldberg (1973) believed that when
anticipatory griefwas possible, mourning lasted longer but overall was less intense.
Huber & Gibson (1990) maintained that it is easier for families to accept reality before
death occurs rather than try to cope with it afterwards, and that anticipatory grief allows
feelings of loss to be gradually absorbed, thereby better preparing the griever for
bereavement. In addition to being a time to process the reality of the impending loss,
anticipatory grief experiences allow family members opportunities to “finish unfinished
business” and redefine their life assumptions and their individual and familial identity.
Opponents of anticipatory griefs post-death benefit do not necessarily doubt its
pre-death benefit, but do question how significant an impact anticipatory grief has on
relieving bereavement (Fulton & Fulton, 1971; Parkes & Weiss, 1983; Vachon et al.,
1982). Arguments have been made that anticipatory grief can be maladaptive because it
either encourages premature detachment from the dying patient or stimulates heavy
attachment pre-death, the resulting impact ofboth outcomes being bereavement periods
which are more painful and disturbing (Rosenblatt, 1983). Fulton &, Fulton (1971)
advocate that anticipatory grief causes unhealthy decathexis from the dying loved one”
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Such turning away of family members, in a psychological as well as a physical
sense, can create insurmountable problems....at a time when the patient needs the
support, comfort and reassurance of his family, the phenomenon of anticipatory
grief can serve to block such support (p. 97).
Conversely but also in opposition to anticipatory grief, Vachon, (1982) believed
that “felt” anticipation of death was harmful because it intensified attachment to the
dying patient which resulted in more painful grief experiences at the time of actual death.
Accordingly, Gerber (1974) identified anticipatory grief as “containing seeds for future
problems” because the strain of anticipating a death could do physical and emotional
damage to family members. Fulton & Fulton (1971) characterized this catch 22 bind of
anticipatory griefs impact by stating: “Anticipatory grief possesses the capacity to
enhance our lives and secure our well being while at the same time possessing the power
to undermine our fragile existence and rupture our tenuous social bonds” (p. 99).
Challenging the viewpoint of anticipatory grief as a harmful initiator of
decathexis, Rando (1988) asserted that some detachment through anticipatory griefwas
healthy, and that such behavior should not be perceived as decathexis from the dying
loved one in the present, but rather, “decathexis from the hopes, dreams and expectations
of a long-term future with that person and for that person” (p. 72).
Despite debate over anticipatory griefs components, its perception and
appreciation as a theoretical concept has survived the “slings and arrows of controversy
and mixed empirical findings” (Levy, 1991, p. 26). Rando (1988) applauded this survival
and attributed remaining controversy not to questions of anticipatory griefs merit, but to
studies of anticipatory grief which has been “riddled with invalid premises, confounding
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variables, a relatively lack of precise definition, and frequently poor research designs” (p.
70). A “legitimate and unique phenomenon for intervention” (Rando, p. 5), the
phenomenon of anticipatory grief continues to demand more in-depth investigation and
clinical attention.
Advocates of anticipatory grief stress that anticipatory grief is not a process
automatically set into motion when a diagnosis of terminal illness is made within a family
(Rando, 1997; Rosen, 1990). What makes the difference, Rosen (1990) reported, is how
families face illness. Families’ ability to cope with impending death is influenced by a
combined variety of factors such as the family’s values and beliefs, the illness’ nature,
how lengthy the impending loss is anticipated to be, the dying person’s role in the family,
and the emotional functioning of the family before the illness strikes. Systemic changes
within families of a terminally ill patient are inherent. The fluctuating variable is how
families will choose to cope and adjust to these changes. Levitt (1986) proposed that
families with “larger coping repertories” before the onset of the disease are better able to
handle coping with impending loss than those families with fewer coping skills. Among
the coping resources identified by Levitt as indicative of “well-functioning families” are
boundaries among family members with explicit but flexible roles, direct communication
with room for mediation, and openness to accommodation (p. 15).
As a result of experiencing terminal illness and the loss of a loved one, some
families may actually function better post-death than before the illness’ onset, while
others may experience changes so difficult that their recovery of pre-diagnosis, “normal”
functioning may be a long, painful and potentially impossible process. Some families, as
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they grasp to cope, will develop “greater levels of intimacy,” while others, issues which
have “lain dormant” for many years will “explode under the strain, splintering the
family” (Rosen, p. 68). Terminal illness generates difficulties which impact families’
identity and structure, and compels such families to adapt themselves to their changed
condition in hopes of sustaining some sense of equilibrium.
As the condition of a sick loved one deteriorates, or following a prognosis of
impending death, utilizing hospice services becomes an alternative for families to access.
To what extent and how families decide to take advantage of hospice services often
depends on several factors. These factors include the cognitive style of the family, the
degree of family organization, and the specific needs of the family at a certain point in
the disease process (Levitt, 1986). A family whose cognitive style reflects difficulties in
perceiving or accepting outside help may not be able to view hospice programs as being
useful, whereas a family whose organization is chaotic in nature may find the option of
hospice to be appealing for its supportive structure.
Rosen (1990) asserted that the crisis of impending loss inflicts for emotional
responses within the family system - disorganization, anxiety, emotional liability and
turning inward - and that all four responses can be dramatically different at varying
phases in a family’s adjustment to the impending loss of their loved one. The family’s
systemic structure pre-illness, its openness and level of function, as well as the family’s
perception of the course of the illness, influence how a family responds to the force of
these emotional responses. Rosen described families’ experiences of anticipatory grief as
a three stage process defined by preparatory, middle and final stages.
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The preparatory stage is unique to individual family members as they adjust in
their own ways to the awareness of impending death. Some family members may enter
this stage upon awareness of a disease’s first symptoms, while others’ entrance may
occur only upon hearing a doctor’s diagnosis and sometimes even that announcement
may not always stimulate immediate grief In this stage, expressions of anticipatory grief
typically remain imaddressed amongst family members, and instead, their unspoken fears
often are communicated through their emotional distress. The most pronounced
emotional responses in this sage are fear and denial. Additionally, anger and hostility are
often directed towards the diagnosing doctor or even the sick loved one, and in such
instances, often serve as distractions from harsh reality. Feelings of frustration and guilt
related to family members’ new caretaking duties are suppressed, often due to family
members’ feelings that facing the reality of one’s own death, like their loved one must
do, pales in comparison to family members’ burdens.
Other family reactions may include disorganization, anxiety and isolation from
non-family members. Isolation, Rosen (1990) reported, is a defense mechanism used by
families who mistakenly believe that separation will better protect their emotional pain,
but “in actuality, it cuts families off from sources of support and makes it hard for
members to share fears and sadness” (p. 73). Rosen believed that families who, before
their experience of terminal illness, are “receptive but selective” in accepting non-family
members’ support and help are “better able to work with outsiders when a crisis, such as
terminal illness, occurs” (p. 15).
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The middle stage is denoted by the family having made the initial adaptation to
the impending loss, and beginning to live with the reality of the terminal illness.
Identified by Rosen as a “setting-in period,” this stage is marked by family members’
adjustments to their new caretaking roles and their continued adjustment to the reality of
their future loss. Family disorganization may lessen as the family system reorganizes to
assume new caretaking roles; or in efforts to organize itself around the patient’s needs,
the family may “end up in a more disorganized state, neglecting its’ responsibilities to
other members and to its overall health and well being” (Rosen, 1990, p. 75). Rolland
(1994) addressing this potential for family disorganization, stated:
Facing loss can shatter a family’s myth that life-threatening illnesses happen only
to others. A family’s loss of its sense of control can be one of the most
debilitating experiences, leading to frenetic behavior immobilization (p. 175).
The “frenetic behavior or immobilization” can result in exhaustion and
ambivalence as family care givers’ emotional and financial resources become more and
more depleted as the stages of illness progress.
It is during this middle phase, as the shock of illness settles somewhat but
anxieties about caretaking grow, that unresolved family issues and “emotional baggage
from the pasf ’ resurface. During this middle stage, as the family’s shock about the
diagnosis lessens and caretaking roles heighten, unresolved issues from the past, both
“real and imagined, major and minor,” most often are agitated. Families’ feelings of
grief often are charmeled into anger over these past unresolved issues, and although such
feelings represent normal grief reactions, many families will cope with such emotions by
denying any difference in temperament among family members. Sometimes, as family
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members sense internal dissension threatening their abilities to function, an “unspoken
pact” is entered into, “We are all in this together, and we must all act and feel the same.
We shall pretend to be alike” (Rosen, 1990, p. 76).
The final stage, usually the shortest, occurs as death appears imminent, and the
reality of saying goodbye is confronted. Some measure of denial is not unusual,
especially if the family as a whole has not discussed the prospect of death. Again, the
potential for shared anticipatory grief depends on the family’s nature and readiness to say
goodbye. Not all family members may be ready to accept the imminence of death. Some
family members may be focused on funeral plans, while others may be certain that their
loved one’s appearance and prognosis is improving.
Families who have been coping well throughout the illness may experience
disorganization, because as their loved one grows closer to death and needs less active
caretaking, family caretakers may feel unsure of their role with the patient and with each
other. Anxieties tend to grow as family members feel unsure ofhow to comfort their
dying loved one and as they feel helpless in the fact of death. As families “prepare to
absorb a crushing blow to its integrity as a system,” they may draw closer as a unit or
even distance themselves in reaction to their pain (Rosen, 1990, p. 78).
Elaborating upon Rosen’s three stages. Ponder & Pomeroy (1996) identified five
stages of the anticipatory griefprocess: denial, over-involvement, anger, guilt and
acceptance. Griefbehaviors. Ponder & Pomeroy proposed, were lowest in the denial
stage, gradually increased in the over-involvement, anger and guilt stages, and declined
during the acceptance stage. In the denial stage, family members have difficulty
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acknowledging both the ultimate loss they face, as well as current losses prior to the
death of their loved one. The over-involvement period is characterized by an
“exaggerated concentration” of care for the sick loved one, often at the expense of the
caregiver’s physical health, emotional strength, and interpersonal relationships. Family
members in this stage, consciously or not, hope their care giving will delay death, and in
that regard, over-involvement is a “form ofbargaining” (Ponder & Pomeroy, 1996, p.
11).
The middle stages of anger and guilt, similar to Rosen’s middle stage, are
characterized by increases in the intensity of grief and presence of grief behaviors. The
ability of family members to recognize their anger towards the illness, their loved one,
health care professionals, and other family members, plus their own inability to meet
their high expectations of their caregiving abilities, “signifies their acknowledgement of
the devastation being occasioned by the illness” (Ponder & Pomeroy, 1996, p. 12). Guild
and regret may be heightened due to the re-emergence of old family issues, feelings of
failure to prevent loved one’s painful disease, and wishes for the loved one’s death so as
to end the anticipation.
By the acceptance stage, both the intensity and number of grief behaviors
relatively have declined. Ponder & Pomeroy (1996) believed that the longer the duration
of the illness and its related anticipatory grief process, the more likely that family
members would reach the acceptance stage. At this point, family members’ anger and
guilt have eased, and they are “more at peace with the inevitable progression” of the
disease and their limited ability to care for their loved one (Ponder & Pomeroy, 1996, p.
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12). This stage, also identified as the “here-and-now phase” (Rolland, 1994), while
marked by fewer grief behaviors, is not without its emotional struggles for families.
Although aware of the imminent loss, family members may still need reassurances that
the dying loved one’s gestures to withdraw from the struggles of daily life do not signify
“rejection of the family or a rebuke for their not having done enough” (Rolland, 1994, p.
182). As family members witness their loved one’s decline, they may experience shame
attributed to feelings of abandoning their loved one’s needs, or relief in reaction to the
end of a difficult and draining process.
Attitudes and Values
In their clinical role, oncology and hospice social workers provide a broad range
of practical £ind useful assistance for patients and their families. The basis of the social
workers job functions are to assess and enhance the problem solving abilities of patients
and families in relation to the patient’s medical concerns and the need to link them to
appropriate community services. Both professionals have several tasks that they have to
achieve with their patients. Some of these tasks include diagnosis, initiation of treatment,
and the side effects of dealing with psychosocial issues. The hospice and oncology social
workers bring to the profession attitudes and their own values system regarding their
work with the terminally ill.
Pilsecker (1975) suggested in a study that a social worker’s sensitivity and
awareness is crucial when addressing the needs of the terminally ill. Along with allowing
but not contributing to the social workers value or attitude of the situation but adhering to
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and inviting the patients expression of deep feelings which are basic. Above all, the
working relationship must be free of rigid professional role prescriptions that may create
an emotional guilt between the social work and patient (Saunders, 1976).
Larson (1993) states that some characteristics of values and attitudes including
skills needed by social workers while assisting the terminally ill patient include the
following: not focusing on issues ofpersonal significance, confrontation of difficult
issues, the need for social workers to get beyond superficiality with their patients,
utilizing limited feeling based reflective disclosure, and finally the need to give support
that remains unbiased.
If social workers can minimize their own values and attitudes, the outcomes for
their self-efficacy elicits greater openness and empathy with the terminally ill. This
allows the social worker to maintain his/her own attitudes and values without imposing
those beliefs on their client system.
Major Theoretical Orientation
According to Worden (1991), the theoretical bases for understanding the
anticipatory grief utilized by this population is attachment theory as postulated by the
British psychiatrist John Bowlby.
Attachment theory provides a way for social work practitioners to conceptualize
the tendency in human beings to make strong affectional bonds with others and a way to
understand the strong emotional reaction that occurs when those bonds are anticipated,
threatened, or broken. Bowlby’s theory is that attachment comes from a need for security
24
and safety. They develop early in life, are usually directed toward a specific individual.
It is the goal of attachment behavior to maintain affectional bond.
Do hospice social workers and oncology social workers who have sustained a
period of pre-death bereavement handle their grief better and do they grieve for less time
than those who do not begin grieving before the death? In a study by Parkes that people
who had some advanced warning of a pending death did better when assessed at thirteen
(13) months post-death than did people who did not have this advance warning.
It is important from a clinical perspective for the social worker practitioner who
works in hospice/oncology services with patients and families prior to an anticipated
death to have an understanding of anticipatory grief in order to be helpful to both
patients, family members and practitioners.
Hospice and oncology social work reflect an ecological systems perspective. The
social workers primary focus is to change the environment and the context in which
patients experience stress and to help them cope with that stress more effectively. As
well as utilizing anticipatory grief, and bereavement and minimizing personal attitudes
and values that cloud judgment and alter perceptions (Germain, 1977).
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DEFINITION OF TERMS
The following definitions were used for current study:
1 • Anticipatory Grief: The processes of “mourning, coping, interaction, planning and
psychosocial reorganization stimulated and begun in response to the awareness of the
impending death of a loved one” (Doka, 1997).
2. Bereavement: The state of having suffered a loss.
3. Family: The unit that considers itself family, biological or not, as this unit is a part of
the patient’s care giving team and continuum of care (Rusnack, Schaefer, & Moxley,
1988).
4. Hospice: The palliative care provided to terminally ill patients medically diagnosed
as having six months or less to live.
5. Hospice Social Workers: The worker, in either an inpatient or outpatient capacity,
who “seeks to integrate care within the hospice experience by bringing together the
self-care of the patients with the caring functions of the family, other hospice
disciplines and the service network” (Rusnack et al., 1988).
6. Oncology Social Worker: Coordinators ofmultidisplinary discharge planning
process to ensure an uninterrupted flow of health services that will maximize the
patient’s chance of recovering functional status and minimize health expenditures.
7. Mourning: The wide array of intrapsychic processes, conscious and unconscious, that
are prompted by actual loss.
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STATEMENT OF THE HYPOTHESIS
The null hypotheses for this study were as follows:
1. There will be no significant difference between hospice and oncology social workers
utilization of anticipatory grief and bereavement among terminally ill patients.
2. There is a significant difference in the attitudes and values of hospice social workers





The research design used in this exploratory study explored the area of attitudes
and values of hospice social workers and oncology social workers utilization of
anticipatory grief and bereavement while assisting the terminally ill.
This exploratory study’s purpose is to gain a better understanding, and
anticipatory grief and bereavement, and to test the feasibility of researching this area of
study. This exploratory descriptive study will describe particular situations and events
related to the attitudes and values of hospice social workers and oncology social workers
utilization of anticipatory grief and bereavement while assisting the terminally ill. The
study sought to provide additional insight in this area of research.
SETTING
This exploratory study will took place in the following settings. One setting was
a Hospice Agency that employed hospice social workers. The other setting was a Metro




The sample population included hospice social workers and oncology workers. A
total of thirty (30) social workers were included in the sample. Fifteen hospice social
workers in the sample were employed at Haven House Hospice. Oncology Social
Workers were represented from various hospital settings throughout Metro Atlanta.
Fifteen oncology social workers were present at the Metro Atlanta Annual Oncology
Meeting and participated in the sample.
The sample population included Social Workers employed in hospice and
oncology settings. Hospice and oncology social workers were chosen because of the job
duties they performed which incorporated the variables that were included in the research
study. The variables that will be explored include Attitudes, Values, Anticipatory Grief,
and Bereavement.
DATA COLLECTION PROCEDURE/INSTRUMENTATION
The questionnaire used for the study included thirty-five (35) questions.
Participation was voluntary and required the participants’ consent before being
implemented. In this questionnaire the measures for the data collection were be assigned
numerals. Hospice and oncology social workers were the most appropriate participants.
The format along with demographic questions in the questionnaire formed a scale. The
measurement included specific environments including hospice and oncology settings,
along with attitudes and values of oncology and hospice social workers who were
assisting the terminally ill.
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The hospice and oncology social workers chose a scale that ranged from strongly
disagree, disagree, agree, and strongly agree with the dependent variables of attitudes,
values, anticipatory grief, and bereavement.
In addition, the hypothesis stated that there were no significant differences in
attitudes, and values utilizing anticipatory grief and bereavement between hospice and
oncology social workers who assisted the terminally ill. Reliability was the consistency
of the measure and the degree to which the questionnaire produced consistent results
measuring attitudes, values, anticipatory grief, and bereavement.
If the variables measured are consistent and accurate, then the questionnaire
utilized will demonstrate validity. Other measures include frequencies, frequency
distribution, and percentages focused on the demographic questions. All of these
measures were calculated through the usage of SPSS Statistical Package for Social
Science.
DATA ANALYSIS
The statistical test utilized included Chi-Square statistical test which means
Standard direction and Cross Tabulations. This test looked for differences in two (2)
groups using nominal, and ordinal numbers. The test type was aNon Parametric type.
The data collected was categorical. The data analysis utilized SPSS Statistical Package




The following section provides a detailed analysis of the findings. The findings
are divided into demographic and data variables. The results of the analysis are indicated
by the research questions and the hypotheses.
Table 1
Age Group (N=30)





Under 30 1 9 30.0 30.0 30.0
30 to 49 2 14 46.7 46.7 76.7
50 to 59 3 5 16.7 16.7 93.3
60 and over 4 2 6.7 6.7 100.0
Total 30 100.0 100.0
Mean 2.000 Std dev. .871 Minimum 1.000
Maximum 4.000
As shown in Table 1, within the age group under thirty, there were 9 persons or
30% 14 persons or 46.7% were between the ages of 30 to 49; 5 persons or 16.7% were










Male 1 9 30.0 30.0 30.0
Female 2 21 70.0 70.0 100.0
Total 30 100.0 100.0
Mean 1.700 Std dev. .466 Minimum 1.000
Maximum 2.000









African American 1 7 23.3 23.3 23.3
Caucasiem 3 17 56.7 56.7 80.0
Hispanic 4 4 13,3 13.3 93.3
Other 5 2 6.7 6.7 100.0
Total 30 100.0 100.0
Mean 2.800 Std dev. 1.157 Minimum 1.000
Maximum 5.000
Table 3 is a frequency distribution which was used to calculate race. Of the thirty




Education and Training (N=30')





High School Grad 2 1 3.3 3.3 3.3
Some College 3 2 6.7 6.7 10.0
College Grad 4 8 26.7 26.7 36.7
Advance Grad 5 19 63.3 63.3 100.0
Total 30 100.0 100.0
Mean 4.500 Std dev. .777 Minimum 2.000
Maximum 5.000
Table 4 indicates that when analyzing the data by highest education, one person or
3.3% was a high school graduate, 2 persons or 6.7% had some college, 8 persons or
26.7% was a college graduates, and 19 persons or 63.3% had an advanced degree.
Table 5
Annual Income (N=30)





None Income 1 3 10.0 10.0 10.0
Under $10,000 2 1 3.3 3.3 13.3
$10,000-19,999 3 9 30.0 30.0 90.0
$20,000-39,999 4 14 46.7 46.7 100.0
$40,000-50,000 5 3 10.0 10.0





Std dev. 1.073 Minimum 1.000
Table 5 is a frequency distribution that used for annual income. 10.0% of the
respondents had no income, 3.3% had income under $10,000, 30.0% had an income
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between $10,000 — $19,999,46.7% had income between $20,000 — $39,999, and 10.0%
of the respondents had an income of $40,000 - $50,000.
Table 6
Religion (N=30)





Protestant 1 17 56.7 56.7 50.7
Catholic 2 8 26.7 26.7 83.3
Other 4 5 16.7 16.7 100.0
Total 30 100.0 100.0
Mean 1.767 Std dev. 1.104 Minimum 1.000
Maximum 4.0
Table 6 is a frequency distribution that was used to determine the various
religious denominations of the participants. 56.7% of the respondents were Protestant,
26.7% were Catholic, and 16.7% were other.
Table 7
Type of Social Worker (N=30)





Hospice Social Worker 1 19 63.3 63.3 63.3
Oncology Social 2 11 36.7 36.7 100.0
Worker
Total 30 100.0 100.0
Mean 1.367 Std dev. .490 Minimum 1.000
Maximum 2.000
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Of the thirty (30) Social Workers surveyed 19 or 63.3% were hospice social
workers, and 11 or 36.7% were oncology social workers.
Table 8
ATTITUDE 1. Social Work should focus on changing behavior (N=30).





Strongly Disagree 1 14 46.7 46.7 46.7
Disagree 2 7 23.3 23.3 70.0
Agree 3 6 20.0 20.0 90.0
Strongly Agree 4 3 10.0 10.0 100.0
Total 30 100.0 100.0
Mean 1.933 Std dev. 1.048 Minimum 1.000
Maximum 4.000
Table 8 looks at whether social workers should focus on changing behavior.
46.7% of the participants or 14 persons strongly disagreed, 23.3% or 7 persons disagreed,
20.0% or 6 persons agreed, 10.0% or 3 persons strongly agreed.
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Table 9
ATTITUDE 2. Social Work is a process of learning to integrate one’s feelings and
thinking. (N=30')





Strongly Disagree 1 1 3.3 3.3 3.3
Disagree 2 5 16.7 16.7 20.0
Agree 3 20 66.7 66.7 86.7
Strongly Agree 4 4 13.3 13.3 100.0
Total 30 100.0 100.0
Mean 2.900 Std dev. .662 Minimum 1.000
Maximum 4.000
Table 9 states the majority agreed that social work is a process of learning to
integrate feelings and thinking. 20 or 66.7% disagree, 1 or 3.3% strongly disagree, 5 or
16.7% disagree, and 4 or 13.3% strongly agree.
Table 10
ATTITUDE 3. Social Work should be aimed at learning realistic and responsible
behavior (N=30)





Strongly Disagree 1 2 6.7 6.7 6.7
Disagree 2 6 20.0 20.0 26.7
Agree 3 19 63.3 63.3 90.0
Strongly Agree 4 3 10.0 10.0 100.0
Total 30 100.0 100.0
Mean 2.767 Std dev. .728 Minimum 1.000
Maximum 4.000
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Table 10 states social work should be aimed at learning realistic and responsible
behavior. Of the respondents 2 persons or 6.7% strongly disagree, 6 persons or 20%
disagree, 19 persons or 63.3% agree, and 3 persons or 10.0% strongly agree.
Table 11
ATTITUDE 4. The goals of Social Work is primarily the patient’s responsibility (N=30)





Strongly Disagree 1 7 23.3 23.3 23.3
Disagree 2 5 16.7 16.7 40.0
Agree 3 15 50.0 50.0 90.0
Strongly Agree 4 3 10.0 10.0 100.0
Total 30 100.0 100.0
Mean 2.467 Std dev. .973 Minimum 1.000
Maximum 4.000
Table 11 is a frequency distribution showed that 23.3% or 7 persons strongly
agree, 16.7% or 5 persons disagree, 50.0% or 15 persons agree, and 10.0% or 3 persons




ATTITUDE 5. Social Workers should be directive or non-directive depending on the
patient (N-30')





Strongly Disagree 1 1 3.3 3.3 3.3
Disagree 2 7 23.3 23.3 26.7
Agree 3 18 60.0 60.0 86.7
Strongly Agree 4 4 13.3 13.3 100.0
Total 30 100.0 100.0
Mean 2.833 Std dev. .699 Minimum 1.000
Maximum 4.000
Table 12 state that the respondents strongly agree 3.3% or 1, disagree 23.3% or 7,
agree 60.0% or 18 strongly agree 13.3% or 4 persons regarding the attitudes variable of
social workers should be directive or non-directive depending on the patient.
Table 13
ATTITUDE 6. The power of Social Work can be a vital force to be used in modeling for
patients. (N=30)





Strongly Disagree 1 5 16.7 16.7 16.7
Disagree 2 3 10.0 10.0 26.7
Agree 3 18 60.0 69.0 86.7
Strongly Agree 4 4 13.3 13.3 100.0
Total 30 100.0 100.0
Mean 2.700 Std dev. .915 Minimum 1.000
Maximum 4.000
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Table 13 state the respondents strongly disagree 16.7% or 5, disagree 10.0% or 3,
agree 60.0% or 18, and strongly agree 13.3% or 4 persons regarding the attitudes variable
of the power of social work can be a vital force to be used in modeling for patients.
Table 14
VALUE 1. The Social Workers central task is to guide patients (N=30)





Strongly Disagree 1 2 6.7 6.7 6.7
Disagree 2 2 6.7 6.7 13.3
Agree 3 24 80.0 80.0 93.3
Strongly Agree 4 2 6.7 6.7 100.0
Total 30 100.0 100.0
Mean 2.867 Std dev. .629 Minimum 1.000
Maximum 4.000
Table 14 states the respondents strongly agree 6.7% or 2, disagree 6.7% or 2,
agree 80.0% or 24, and strongly agree 6.7% or 2 persons regairding the V2iriable of value
regarding if the social workers central task is to guide patients.
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Table 15
VALUE 2. Social Worker needs an attitude of unconditional positive acceptance (N=30)





Strongly Disagree 1 3 10.0 10.0 10.0
Disagree 2 8 26.7 26.7 36.7
Agree 3 18 60.0 60.0 96.7
Strongly Agree 4 1 3.3 3.3 100.0
Total 30 100.0 100.0
Mean 2.567 Std dev. .728 Minimum 1.000
Maximum 4.000
Table 15 is a frequency distribution which was used to calculate the responses and
10.0% or 3 persons strongly disagree, 26.7% or 8 disagree, 60.0% or 18 agree, and 3.3%
or 1 strongly agree regarding the value variable of social worker needs an attitude of
unconditional positive acceptance.
Table 16
VALUE 3. Social Worker must be aware of the persons cultural background (N=30)





Strongly Disagree 1 2 6.7 6.7 6.7
Disagree 2 1 3.3 3.3 10.0
Agree 3 24 80.0 80.0 90.0
Strongly Agree 4 3 10.0 10.0 100.0
Total 30 100.0 100.0
Mean 2.933 Std dev. .640 Minimum 1.000
Maximum 4.000
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Table 16 is a frequency distribution which was utilized and 6.7% or 2 persons
strongly disagree, 3.3% or 1 disagreed, 80.0% or 24 agree, and 10.0% or 3 respondents
felt that social workers must be aware of the persons cultural background.
Table 17
VALUE 4. The outcomes are due mainly to the quality of the Social Worker (N=30)





Strongly Disagree 1 6 20.0 20.0 20.0
Disagree 2 9 30.0 30.0 50.0
Agree 3 12 40.0 40.0 90.0
Strongly Agree 4 3 10.0 10.0 100.0
Total 30 100.0 100.0
Meain 2.400 1 .932 Minimum 1.000
Maximum 4.000
Table 17 state, the value variable of outcomes are due mainly to the quality of the
social worker, and of the responses 20.0% or 6 persons strongly disagree, 30.0% or 9
persons disagree, 40.0% or 12 persons agree, and 10.0% or 3 persons strongly agree.
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Table 18
VALUE 5. Social Workers should remain neutral and keep to the therapeutic process
(N=30)





Strongly Disagree 1 4 13.3 13.3 13.3
Agree 3 21 70.0 70.0 83.3
Strongly Agree 4 5 16.7 16.7 100.0
Total 30 100.0 100.0
Mean 2.900 Std dev. .845 Minimum 1.000
Maximum 4.000
Table 18 is a cross tabulation which was used to show of the social workers
13.3% or 4 persons strongly agree, 70.0% or 21 persons agreed, and 16.7% or 5 strongly
agreed.
Table 19
VALUE 6. Social Workers must be free of the conflict exploring with patients (N=30)





Strongly Disagree 1 4 16.7 16.7 16.7
Disagree 2 7 23.3 23.3 40.0
Agree 3 15 50.0 50.0 90.0
Strongly Agree 4 3 10.0 10.0 100.0
Total 30 100.0 100.0
Mean 2/533 Std dev. .900 Minimum 1.000
Maximum 4.000
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Table 19 is a frequency distribution record that shows social workers must be free
of the conflict exploring with patients, 16.7% or 5 persons strongly disagree, 23.3% or 7
persons disagree, 50.0% or 15 agree, and 10.0% or 3 persons strongly agreed.
Table 20
GRIEF 1. There is impending loss with Hospice (N=30)





Agree 3 22 73.3 73.3 73.3
Strongly Agree 3 8 26.7 26.7 100.0
Total 30 100.0 100.0
Mean 3.267 Std dev. .450 Minimum 3.000
Maximum 4.000
Table 20 is a cross tabulation that show there is an impending loss with hospice
social workers. The majority of socials workers or 73.3% agreed, 26.7% or 8 strongly
agreed.
Table 21
GRIEF 2. There is use of coping with Hospice (N=30)





Agree 3 17 56.7 56.7
56.7
100.0
Strongly Agree 4 18 43.3 43.3
Total 30 100.0 100.0
Mean 3.433 Std dev. .504 Minimum 3.000
Maximum 4.000
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Table 21 states there is use of coping with hospice. The majority or 57.7% or 17
persons agreed, 43.3% or 18 persons strongly agreed.
Table 22
GRIEF 3. There are feelings of depression with Hospice (N=30)





Agree 3 18 60.0 60.0 60.0
100.0Strongly Agree 4 12 40.0 40.0
Total 30 100.0 100.0
Mean 3.400 Std dev. .498 Minimum 3.000
Maximum 4.000
In Table 22 a cross tabulation was used and the majority or 60.0% or 18 agree,
40.0% or 12 strongly agree that there are feelings of depression with Hospice.
Table 23
GRIEF 4. Social Workers are able to express feelings ofAnticipatory Grief (N=30)





Strongly Disagree 1 1 3.3 3.3 3.3
Agree 3 15 50.0 50.0 53.3
Strongly Agree 4 14 46.7 46.7 100.0
Total 30 100.0 100.0
Mean 3.400 Std dev. .675 Minimum 1.000
Maximum 4.000
44
Table 23 is a frequency distribution which states that social workers are able to
express feelings of anticipatory grief, 3.3% or wl social worker strongly disagreed,
50.0% or 15 agreed, and 46.7% or 14 persons strongly agreed.
Table 24
GRIEF 5. Social Workers are familiar with the use ofAnticipatory Grief (N=30)





Disagree 2 1 3.3 3.3 3.3
Agree 3 17 56.7 56.7 56.7
Strongly Agree 4 12 40.0 40.0 100.0
Total 30 100.0 100.0
Mean 3.367 Std dev. .556 Minimum 2.000
Maximum 4.000
Table 24 above state that social workers are familiar with the use of anticipatory
grief The social workers disagreed 3.3% or 1 person, agree 56.7% or 17 persons,
strongly agree 40.0% or 4 persons.
Table 25
BEREAVEMENT 1. The use of rituals are helpful. (N=30)





Agree 3 19 63.3 63.3 63.3
Strongly Agree 4 11 36.7 36.7 100.0
Total 30 100.0 100.0
Mean 3.367 Std dev. .490 Minimum 3.000
Maximum 4.000
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Table 25 state the majority of respondents agree 63.3% or 19, strongly agree
36.7% or 11 regarding the variable that the use of rituals are helpful. The majority of
social workers agree 63.3% or 19, 36.7% or 11 strongly agree.
Table 26
BEREAVEMENT 2. The use of remembrance helps families. (N=30)





Agree 3 20 66.7 66.7 66.7
Strongly Agree 4 10 33.3 33.3 100.0
Total 30 100.0 100.0
Mean 3.333 Std dev. .479 Minimum 3.000
Maximum 4.000
Table 26 states the use of remembrance helps families and the majority of social
workers agree 66.7% or 20, 33.3% or 10 social workers strongly agree.
Table 27
BEREAVEMENT 3. The use ofmourning is beneficial 0^=30)





Agree 3 20 66.7 66.7 66.7
Strongly Agree 4 10 33.3 33.3 100.0
Total 30 100.0 100.0
Mean 3.333 Std dev. .479 Minimum 3.000
Maximum 4.000
Table 27 states the use ofmourning is beneficial. The majority of social workers
or 66.7% or 20 agree, 33.3% or 10 strongly agree.
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Table 28
BEREAVEMENT 4. Social workers are able to express feelings of Anticipatory Grief
(N=30)





Agree 3 20 66.7 66.7 66.7
Strongly Agree 4 10 33.3 33.3 100.0
Total 30 100.0 100.0
Mean 3.333 Std dev. .479 Minimum 3.000
Maximum 4.000
Table 28 states that social workers are able to express feeling of anticipatory grief
The majority of social workers agree 66.7% or 20, and 33.3% or 10 social workers
strongly agree.
Table 29
BEREAVEMENT 5. Bereavement period is very necessary for families (N=30)





Agree 3 19 63.3 63.3 63.7
Strongly Agree 4 11 36.7 36.7 100.0
Total 30 100.0 100.0
Mean 3.367 Std dev. .490 Minimum 3.000
Maximum 4.000
Table 29 states that bereavement period is very necessary for families. The
majority of social workers 63.3% or 19 agree, 36.7% or 11 strongly agree.
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Table 30
SOCIAL WORK. Social Workers integrate care for the terminally ill. (N=30)





Disagree 2 1 3.3 3.3 3.3
Agree 3 17 56.7 56.7 100.0
Strongly Agree 4 12 40.0 40.0
Total 30 100.0 100.0
Mean 3.367 Std dev. .556 Minimum 2.000
Maximum 4.000
Table 30 is a frequency distribution that states social workers integrate care for
the terminally ill. Of these social workers 3.3% or 1 disagree, 56.7% or 17 agree, 40.0 or
12 strongly agree.
Table 31
SOCIAL WORK 2. Social Workers discuss impending death with patients and families
(N=30)





Agree 3 20 66.7 66.7 66.7
Strongly Agree 4 10 33.3 33.3 100.0
Total 30 100.0 100.0
Mean 3.333 Std dev. .479 Minimum 3.000
Maximum 4.000
Table 31 states the majority or 66.7% or 20 agree, 33.3% or 10 strongly agree that
social workers discuss impending death with patients and families. The majority of
social workers 66.7% or 20 agree, 33.3% or 10 strongly agree.
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Table 32
SOCIAL WORK 3. Social Workers confront death and dying issues. (N=30)





Agree 3 19 63.3 63.3 63.3
Strongly Agree 4 11 36.7 36.7 100.0
Total 30 100.0 100.0
Mean 3.367 Std dev. .490 Minimum 3.000
Maximum 4.000
Table 32 states that social workers confront death and dying issues. The majority
of social workers or 63.3% agree, and 36.7% or 11 social workers strongly agree.
Table 33
SOCIAL WORK 4. Social Workers impact families (N=30~)





Agree 3 14 46.7 46.7 46.7
Strongly Agree 4 16 53.3 53.3 100.0
Total 30 100.0 100.0
Mean 3.533 Std dev. .507 Minimum 3.000
Maximum 4.000
Table 33 is a cross tabulation which states that social workers impact families.
Social workers agreed 46.7% or 14, 53.3% or 16 strongly agreed.
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Table 34
SOCIAL WORK 5. Social Workers are knowledgeable about Hospice Care. (N=30)





Agree 3 16 53.3 53.3 53.3
Strongly Agree 4 14 46.7 46.7 100.0
Total 30 100.0 100.0
Mean 3.467 Std dev. .507 Minimum 3.000
Maximum 4.000
Table 34 states that social workers are knowledgeable about hospice care. The
majority of social workers or 53.3% or 16 agreed, 46.7% or 14 strongly agreed.
Table 35
SOCIAL WORK 6. Social Workers provide a wide range of practical and financial
services (N=30)
Valid Cum
Value Label Value Frequency Percent Percent Percent
Agree 3 16 53.3 53.3 53.3
Strongly Agree 4 14 46.7 46.7 100.0
Total 30 100.0 100.0
Mean 3.467 Std dev. .507 Minimum 3.000
Maximum 4.000
Table 35 states the majority 53.3% or 16 agree, 46.7% or 14 strongly agree that
social workers provide a wide range of practical and financial services. The majority of
social workers 53.3% or 16 agreed, 46.7% or 14 strongly agreed.
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Table 36
SOCIAL WORK 7. Social Workers coordinate multidisciplinary discharge planning
(N=30)





Agree 3 16 53.3 53.3 53.3
Strongly Agree 4 14 46.7 46.7 100.0
Total 30 100.0 100.0
Mean 3.467 Std dev. .507 Minimum 3.000
Maximum 4.000
Table 36 states the majority or 53.3% or 16 agree, 46.7% or 14 strongly agree that
social workers coordinate multidisciplinary discharge planning. The majority of social




The conclusion of this study found between Hospice and Oncology Social
workers to be similar in their uses of anticipatory grief, bereavement attitudes and values.
Research questions for Attitudes, Values, Anticipatory Grief, Bereavement, and
Social Workers Hospice and Oncology among the terminally ill were stated. The cross
tabulations demonstrated that Oncology and Hospice Social Workers have similar
attitudes and values towards assisting the terminally ill. These Social Workers agree 100
percent in the use of Bereavement with slight variations in the 90 percent range regarding
Attitudes, and Values ofHospice Eind Oncology Workers. The findings indicate that
Hospice Social Workers and Oncology Social Workers are very similar in their uses of
Bereavement, and Anticipatory Grief and Have similar attitudes and values working with
the terminally ill. Anticipatory grief and Bereavement are unique and can be
unconventional in their uses. Anticipatory Grief necessitates clinical intervention which
are respectful of distinction between convention grief and anticipatory grief
Bereavement and its rituals are necessary part ofmourning the dead. While the literature
does exist on the concept ofAnticipatory Grief and Bereavement felt by families facing
terminal illness with their family members, it does not address the attitudes, values shared
by Hospice and Oncology Social Workers utilizing Anticipatory Grief and Bereavement
who are actually involved in the actual experience.
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In addition, the result from researching the attitudes and values ofHospice and
Oncology Social Workers concludes. The two groups of Social Workers are more similar
than they are different when analyzing their attitudes, values, and utilization of
Anticipatory Grief and Bereavement while assisting the terminally ill.
Limitations of the Study
This study relied on a selective sample without a comparison group which limited
its external validity.
The findings cannot be generalized outside of this sample, and is not
representative of the population at large. Specifically, the means of obtaining participants
prohibits generalizations of the findings.
Future Research Suggestions
This study revealed many areas for future research. There remains a scarcity of
knowledge regarding the uses of anticipatory grief, bereavement, attitudes, and values
among hospice and oncology social workers. This study demonstrated the way to
ameliorate the lack of knowledge is further research regarding the uses of anticipatory
grief, bereavement, attitudes, and value of hospice and oncology social workers.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
This study indicates that the attitudes and values ofhospiee and oncology social
workers make an impression on how families experience antieipatory grief and utilize
bereavement.
Hospiee and oneology social workers appreciation of anticipatory grief with
respect to its unique distinctions from conventional grief leads to worker sensitivity to
families and the terminally ill patient. The sensitivity among hospice and oncology social
workers allows for the professional to facilitate antieipatory grief and to provide
assistance to families regarding bereavement services.
This study significantly contributes to the literature on anticipatory grief and
bereavement by hospice and oncology social workers. This study also is valuable to
social work practice because its findings are drawn directly from Hospice and Oncology
Social Workers’ experiences, and observations. The study’s findings complement
theories found in existing literature, indicate suggestions for improving care, and provide
social workers with experiences by their professional peers.
Most significantly, this study gives credence to theories that the utilization of
anticipatory grief and bereavement are distinct from conventional grief, and that the
experience can significantly decrease the traumatic impact of death due to terminal illness
and ease individuals bereavement experience.
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Considering the implications of these findings, this study strongly endorses the
values and attitudes of hospice and oncology social workers clinical awareness of the
uses of anticipatory grief and bereavement and their facilitation of anticipatory grief and
bereavement with the terminally ill and their families. In addition, this study provided
practice skills that can be useful to social workers. The knowledge learned from the




APPENDIX A: SURVEY QUESTIONNAIRE
An Exploratory Study of the Attitudes and Values of Hospice Social Workers and
Oncology Social Workers towards the Utilization ofAnticipatory Grief and
Bereavement among Terminally Ill Patients.
All responses will remain confidential. Thank you for your time and cooperation.
Section I: Demographics
1. My age group is:
2. My gender is: Male Female






4. My education and training is:


















Section II; How much do you agree with the following statements? Please write an
appropriate number in the blank beside each statement.
1 2 3 4
Strongly Disagree Disagree Agree Strongly Agree
Attitudes:
7. Social Work should focus on changing behavior.
8. As I see Social Work it is a process of learning to integrate one’s feelings and
thinking.
9. From my viewpoint Social work should be aimed primarily at learning realistic
and responsible behavior.10. Regarding the issues ofwho should select the goals of Social Work I believe
that it is primarily the patients responsibility.11. I believe that Social Workers should be directive or non directive, depending on
the patient’s capacity for self-direction.12. I believe that the power of Social Work can be a vital force that the Social
Worker can use in modeling for patients.
Values:13. The Social Workers central task is to guide patients in accepting reality and in
functioning in the world in a responsible way.14. To be an effective Social Worker, I need to have an attitude of unconditional
positive for acceptance ofmy patients.15. To work with a patient effectively, the Social Worker must be aware of the
person’s cultural background.16. Regarding the value of Social Work, I think that the outcomes are due mainly to
the quality of the Social Worker.
17. Regarding value judgments in Social Work, I believe a Social Worker should
remain neutral and keep their values out of the therapeutic process.18. I believe that in order to help a patient as a Social Worker the Social Worker
must be free of any conflict in the area he or she is exploring with the patient.
Appendix A (Continued)
Anticipatory Grief
5819. There is impending loss with Hospice.20. There is the use of coping with Hospice.1. There are feelings of depression with Hospice.22. Social Workers are able to express feelings of Anticipatory Grief23. Social Workers are familiar with the use ofAnticipatory Grief
Bereavement:24. The use of rituals are helpful.5. The use of remembrance helps families.26. The use ofmourning is beneficial.7. Social Workers experience with Hospice is helpful in Bereavement.28. Bereavement periods very necessary for families.
SocialWorkers (Oncology/Hospice)29. Social Workers integrate care for the terminally ill.30. Social Workers discuss impending death with patients an families.1. Social Workers confront death and dying issues.32. Social Workers impact families.3. Social Workers are knowledgeable about Hospice Care.34. Social Workers provide a wide range ofpractical and financial services.5. Social Workers coordinate multidisplinary discharge planning process for
patients and their families.
Check H - IfHospice Social Worker
Check O - IfOncology Social Worker
APPENDIX B: Consent Letter
December 1, 2000
Ms. Ellen Patterson





This letter is in regards to our most recent telephone conversation. I am a MSW student
at Clark Atlanta University. As partial requirement for a Master’s Degree in Social
Work, a thesis is required to be written by students. I have chosen the topic ofHospice
Social Workers and their utilization ofAnticipatory Grief and Bereavement in the Metro
Atlanta area as my area of interest for my thesis. Permission is being requested to
administermy questionnaire in your agency. The questionnaire is voluntary and requires
consent from those who participate. The results from the questionnaire will remain
confidential. I will be contacting you in the immediate future.
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